INTRODUCTION
An abdominal pregnancy is the rarest and most serious type of extrauterine gestation associated with high morbidity and mortality with the rise for death 7-8 times greater than tubal ectopic pregnancy and 50 times greater than from intrauterine pregnancy. 1 Incidence of abdominal pregnancy varies from 1 in 372 to 1 in 9,714 live births and account for 1.4% of ectopic pregnancies. 2 Secondary abdominal pregnancy result from tubal abortion or tubal rupture or less often from subsequent implantation within the abdomen after uterine rupture.
Spontaneous uterine rupture in pregnancy is a rare and often catastrophic complication with a high incidence of foetal and maternal morbidity and mortality. We report a rare case of secondary abdominal pregnancy after spontaneous uterine rupture of uterus didelphys at 19 weeks+ 6 days period of gestation.
CASE REPORT
Mrs. X age 30 yrs female G2P1+0 (FTNVD) with one living issue 3 years back presented with chief complaints of acute pain in lower abdomen since one day following 5 months amenorrhea during emergency. On admission her general condition was average, pulse rate-110/min, B.P.-90/60 mm of Hg, cardiovascular and respiratory systems were within normal limits, abdomen was distended along with rebound tenderness. On per speculum-blood mixed discharge was present and on per vaginal examinationuterus size could not be assessed. All her routine investigations were sent which were normal except her Hb-5.3 gm%. A transabdominal ultrasound was done in emergency which revealed an empty uterus with a single dead fetus of average maturity 19wks 6 days in the abdominal cavity. Therefore diagnosis of rupture uterus was made and patient was taken for exploratory laparotomy under general anaesthesia. Preoperative findings revealed hemoperitoneum of about 3 liters, dead fetus of about 5 months gestation in the peritoneal cavity with placental attachment to the omentum and uterus didelphys was present with rupture of one uterus. The ruptured uterus was removed along with removal of part of omentum to which placenta was attached. She received 3 units of blood transfusion and her intraoperative and post-operative period was uneventful and was discharged in satisfactory condition. 
DISCUSSION
The prevalence of uterine malformation is estimated to be 6.7% in the general population, slightly higher (7.3%) in the infertility population, and significantly higher in a population of women with a history of recurrent miscarriages (16%). 3 The uterus is formed during embryogenesis by the fusion of the two paramesonephric ducts (also called mullerian ducts). This process usually fuses the two mullerian ducts into a single uterine body but when both ducts fail to fuse, patient has a "double uterus" or uterus didelphys. This may be a condition with a double cervix and a vaginal partition, or the lower mullerian system fused into its unpaired condition. Double uterus has a poor obstetric outcome. It can be considered in patients of severe dysmenorrhoea with chronic pelvic pain, failure of intrauterine contraceptive devices, or of spontaneous abortion, still birth and in preterm birth. In such cases, the walls of the abnormal uteri tend to become abnormally thin as pregnancies advances, and the thickness can be inconsistent over different aspects of the myometrium. 4 Recently 3-D ultrasonography has been advocated as an excellent non-invasive method to evaluate congenital uterine malformations. 5 MRI has been used with success to diagnose abdominal pregnancy. 6 The extent of placental invasion, its relationship to the pelvic organs and the vascular supply could be more closely visualised by magnetic resonance imaging. 7 In very rare cases of uterine rupture the foetus may be extruded into the peritoneal cavity while the placenta remains functional within the uterus and the gestation continues as a uteroabdominal pregnancy. 8 Abdominal pregnancies should be interrupted at diagnosis, as the potential for delivering of a healthy infant is poor and the risk of maternal complications is high. In our case secondary abdominal pregnancy was seen in association with uterus didelphys which makes it unique. A case of advanced secondary abdominal pregnancy through a small rent in rudimentary horn was reported by Desai et al. 9 High index of suspicion is required in such cases and it usually involves the removal of the ruptured uterus as it was done in this case.
CONCLUSION
Uterine abnormalities, although rare can be encountered in pregnancy. Attempts should be made for early diagnosis to avoid maternal morbidity and mortality. There is a need to build capacity for making an antenatal diagnosis of such malformations in order to ensure appropriate management. 10 However it still remains a diagnostic and therapeutic challenge when such patients come in acute emergency but with timely and proper intervention, life of the patient can be saved.
